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Abstract
Background—There is considerable evidence that depression and low social support are associated
with increased morbidity and mortality for patients with coronary heart disease (CHD). However,
there is a lack of consensus regarding the measurement of social support and its relation to depression.
Purpose—The primary purpose of the present study was to identify key dimensions of existing
social support and depression measures for patients with CHD using factor analysis.
Method—Seven hundred-five patients with a recent acute myocardial infarction and either
depression, low social support, or both, completed measures of several types of social support and
depression. Exploratory and confirmatory factor analysis were used to examine the underlying
dimensions of the existing social support and depression measures, and to compare theoretically
plausible models specifying the relation between the social support and depression factors.
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Results—Confirmatory factor analysis indicated that an approach in which smaller facets of
depression are measured (somatic, cognitive/affective, anxious) and social support (perceived
emotional support from intimate relationships; perceived tangible support from peripheral contacts;
and the number of children, relatives, and friends in a patient’s support network), may be the most
optimal way to measure social support and depression in this population RMSEA=0.05; CFI=0.81;
TLI=0.88).
Conclusion—Efforts to identify patients at increased psychosocial risk may be improved by
screening for these subcomponents of social support and depression.
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Introduction
Several reviews and meta-analyses have concluded that the presence of low social support or
depression is associated with increased mortality and morbidity in patients with coronary heart
disease (CHD) [1-9]. However, there are many forms of social support, and the lack of
consensus in measuring social support in this literature has led to continuing controversies
about the type of social support that is most associated with “hard” clinical outcomes such as
death or acute myocardial infarction (AMI) [10]. Similarly, although clinical depression is a
psychiatric condition with specific diagnostic criteria, only recently have researchers begun to
consider the importance of components of depression such as somatic and cognitive/ affective
symptoms [11-13].
Currently, social support is most commonly conceptualized within two broad domains:
network and functional support, or the structure of social ties and the support actually provided
by that structure [14-17]. Network support refers to the size, type, and frequency of contact
with the network of people surrounding an individual. Measures of the number of contacts,
number of close relationships versus peripheral acquaintances, frequency of interactions,
marital status, group membership, and geographic proximity describe various types of network
support. Functional support is the support that the social network provides. There are several
types of functional support, including emotional (e.g., feelings of being loved), instrumental
(e.g., tangible help getting tasks done), financial (economic support), informational (providing
needed information), and appraisal (help evaluating a situation). The label ‘tangible’ is usually
used to describe types of functional support that are readily quantified such as instrumental or
financial support. Furthermore, theorists carefully distinguish functional support that is
actually received (“received functional support”) from an individual’s subjective appraisal of
their satisfaction with support or their perception that support would be available if needed
(“perceived functional support”).
Because measures of received functional support are often highly correlated with need or with
physical illness, measures of perceived functional support are much more commonly used.
However, there is some evidence that measures of perceived functional support are highly
correlated with individual personality factors, depressive cognitions, or negative affect
[18-20]. On a similar note, studies of patients with CHD have shown a strong cross-sectional
relationship between depression and perceived social support [21-29], and longitudinal studies
of patients with CHD have provided evidence that low social support predicts subsequent levels
of depression [11,12,21-23,27,30]. There is evidence that low social support may buffer the
effect of depression on cardiac outcomes [23]. In addition, there is preliminary evidence that
depression and measures of low social support may share a common genetic factor or
personality trait [26,31,32].
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This research suggests several alternatives to the current models of depression and social
support, in which they are regarded as relatively distinct phenomena. For example, it may be
more accurate to view social support and depression as indirect measurements of a single
common factor, such as negative affect or a personality type. Understanding how to best
measure social support and depressive symptoms may ultimately allow us more precisely
identify patients at increased psychosocial risk and to tailor interventions according to various
psychosocial risk profiles. Thus the aim of the present substudy from the Enhancing Recovery
in Coronary Heart Disease (ENRICHD) trial [33] was to (1) to examine the underlying
dimensions of the more commonly used social support and depression measures using factor
analysis, and (2) to compare theoretically plausible models specifying the relationship between
the social support and depression factors.
Materials and Methods
Participants
Patients in the present report all participated in the Enhancing Recovery in Coronary Heart
Disease (ENRICHD) clinical trial. A detailed description of the methods used in the ENRICHD
trial including patient selection [34] and the primary findings [33] has been reported previously.
In brief, the ENRICHD Study recruited and obtained informed consent from 2,481 patients
within 28 days of AMI from eight clinical centers (Duke University, Yale University,
Washington University, Stanford University, University of Washington, Rush-Presbyterian-
St. Luke’s Medical Center, University of Alabama at Birmingham, University of Miami).
Patients meeting modified diagnostic criteria for depression or exhibiting low social support
were eligible for the study. If they were found to be severely depressed or acutely suicidal,
their physicians were notified immediately. Depression was assessed using the Depression
Interview and Structured Hamilton (DISH) [35]. Patients were eligible based on depression
status if they met criteria for current major depression (MDD), minor depression with a history
of MDD, or dysthymia. Low perceived social support was assessed using the ENRICHD Social
Support Inventory (ESSI) in which low perceived social support was determined by a total
score of 18 or less, and scoring 2 or less on at least two items. No patients were enrolled without
being depressed or reporting low support.
Procedures
A psychosocial test battery was administered at the initial screening visit or upon study entry.
Because of budgetary constraints, and an effort to reduce respondent burden, several social
support measures were administered to only a subgroup of participants, which forms the basis
of the present report.
Social Support Measures—Four measures of social support were employed:
1. Interpersonal Support and Evaluation List tangible support subscale (ISEL-T) [36].
The ISEL-T is a ten-item scale designed to assess the perceived availability of tangible
aid. Representative items include: ‘If I needed an emergency loan of $100, there is
someone (friend, relative or acquaintance) I could get it from,’ ‘If I needed help in
moving to a new house or apartment, I would have a hard time finding someone to
help me.’
2. Perceived Social Support Scale (PSSS) [37,38]. The PSSS is a 12-item scale with a
seven-point Likert-type format ranging from ‘very strongly agree’ to ‘very strongly
agree’. Three subscales differentiate support received from friends, family members,
and significant others. Representative items include: ‘There is a special person in my
life who cares about my feelings’ and ‘My friends really try to help me.’
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3. Social Networks Questionnaire (SNQ) [39]. The SNQ was originally developed and
used in the Epidemiologic Study of the Elderly program. Its 17 items measure the
proximity, size, frequency of non-visual and visual contacts, and reciprocity in four
domains: children, one special confidant, friends, and acquaintances. Two additional
items ask about participation in groups, or in religious meetings. Representative items
include “How many of your close friends live in your city/town and its surrounding
towns?”, ‘How many children do you have?’, and ‘How many of your close relatives
do you see at least once a month?’
4. ENRICHD Social Support Instrument (ESSI) [40]. The ESSI is a seven-item measure
developed as a screening tool for the ENRICHD study. It includes items that have
been associated with outcome in prior studies. It uses a five-item Likert format ranging
from ‘none of the time’ to ‘all of the time’. Items were designed to measure varying
types of support including perceived emotional support, instrumental support,
appraisal support, and marital status. Representative items include ‘Is there someone
available to you whom you can count on to listen to you when you need to talk?’, ‘Is
there someone available to give you good advice about a problem?’
Depression Measures—Two measures of depression were used:
1. The Depression Interview and Structured Hamilton (DISH) is an instrument that was
developed especially for use in the ENRICHD trial. It was designed to obtain both a
DSM-IV depression diagnosis and to assess the severity of depressive symptoms
[35]. It combines aspects of the National Institute of Mental Health Diagnostic
Interview Schedule (DIS) [41], a structured clinician-rated interview that yields a
DSM diagnosis of depression, and the HAM-D [42]. The HAM-D is a widely-used,
well-validated [43,44], semi-structured interview that rates the severity of depressive
symptoms. The items include probes for mood, work and activities, somatic
symptoms (interest in sex, weight, sleep), guilt, suicide, anxiety, insight, and
psychomotor agitation and retardation, and are measured on a three-or five-point
scale.
2. The Beck Depression Inventory (BDI) [45] is a 21-item paper and pencil self-report
questionnaire designed to yield a measure of the severity of depression in patients
with an existing psychiatric diagnosis of depression. A number of studies have
demonstrated the sound psychometric properties of the BDI, showing acceptable
concurrent validity with other self-report and clinician ratings of depression (mean
alpha coefficient=0.60), adequate test retest reliability (mean Alpha
coefficient=0.60), and high internal consistency (mean Alpha coefficient=0.87)
[46].
Statistical Analyses
The underlying dimensions of social support and depression first were examined using factor
analysis. The factor analysis was completed in two steps using Muthen’s Mplus software
[47]. Initially, an exploratory factor analysis using oblique rotation and unweighted least
squares estimation was conducted for all of the individual social support and depression items
from the ESSI, PSSS, ISEL-T, SNQ, BDI, and HAM-D. Oblique rotation was chosen for this
initial step because the any resulting factors were likely to be related given the similarity of
the domains being assessed. The assumption of oblique factors was subsequently evaluated
formally in the confirmatory factor analytic step. A scree plot, root mean square residual
estimates, and degree of interpretability were used to guide the choice of number of factors.
The factors developed in this step are often referred to as first-order factors, in that they
represent possible structures among the raw (zero-order) correlations among the items. Factors
are referred to second-order when they are based on the intercorrelations among first-order
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factors. We then used confirmatory factor analysis to formally evaluate a variety of possible
ways in which the first-order factors derived from the exploratory analysis might be related.
The models included three first-order models (no correlations among the factors, all factors
correlated, and no correlation between depression and social support factors), one model with
a single second-order factor, two models with two second-order factors (no correlations among
the second-order factors, second-order factors correlated), and two models with three second-
order factors (no correlations among the second-order factors, all second-orders correlated,
and one of the intercorrelations constrained to zero). The estimation procedure was again robust
weighted least squares. We used the comparative fit index (CFI), Tucker–Lewis index (TLI)
[48], and Root Mean Square Error of Approximation (RMSEA) statistic to evaluate model fit
[49]. The CFI and TLI range from 0 to 1, with values closer to 1 representing better fit. Smaller
RMSEA values represent better fit, with values of .05 or lower indicating ‘close’ fit. After
determining the most plausible model, we tested whether there were gender differences among
the factor intercepts and means using the MIMIC procedure outlined by Muthen [50],
correcting for multiple unplanned tests [51]. We also used the results of the confirmatory factor
analysis to calculate the reliability of each of the basic factors derived from the exploratory
factor analysis using the procedure described by Reuterberg and Gustafsson [52],
Results
Sample Characteristics
Missing data and limited collection of the ISEL-T and SNQ questionnaires per protocol limited
the sample available for the survival analysis and factor analysis. Of the total 2,481 ENRICHD
participants, 2,466 completed the ESSI, 2457 completed the PSSS, 1,296 completed the SNQ,
and 707 completed the ISEL-T. In total, only 705 patients had complete data available for all
of the social support measures and were included in the secondary factor analyses.
Table 1 summarizes demographic and medical characteristics of the study sample. The average
age of the sample was 60 years, and women (40%) and minorities (37%) were well represented.
About half of the sample was married and the majority (74%) had at least a high school
education. Forty-five percent of the sample met criteria for depression only, 28% met
ENRICHD criteria for low perceived social support only, and 27% met criteria for both
depression and low perceived social support.
Comparison of the 705 patients used in the present report to those without complete social
support data revealed that patients with incomplete data were more likely to have an income
of over $70,000 (incomplete, 12%; complete, 8%; p<0.001), were more likely to have no
history of smoking (incomplete, 36%; complete, 29%; p=0.003), less often ethnic minorities
(incomplete, 32%; complete, 37%; p= 0.024), more often women (incomplete, 45%; complete,
40%; p=0.031), less likely to take vasodilators (incomplete, 40%; complete, 46%; p=0.002),
more often married (incomplete, 53%; complete, 48%; p=0.016), less likely to have had a
previous AMI (incomplete, 26%; complete, 31%; p=0.011), less likely to have had a prior
stroke or TIA (incomplete, 9%; complete, 12%; p=0.023), had lower BDI scores (incomplete,
15.3; complete, 16.9; p<0.001), lower HAM-D scores (incomplete, 14.8; complete, 17.3;
p<0.001), and higher ESSI scores (incomplete, 23.3; complete, 22.6; p=0.020).
Factor Analysis of Social Support and Depression
Exploratory Factor Analysis—Eigenvalues suggested that the best-fitting factor solution
would contain over 20 factors, and, as would be expected, solutions with larger number of
factors did produce better indices of fit. However, factors were not readily interpretable, and
therefore had less clinical utility. On the other hand, solutions with the smallest number of
factors tended to exclude the majority of items. Considering model fit, interpretability, and
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parsimony, the best solution appeared to be an eight-factor solution with three factors related
to depression and five factors related to social support. The solution had adequate fit (root mean
square residual=0.05), especially given the number and complexity of the items, was
interpretable, and with few exceptions, was inclusive of most items. Based on face validity,
the factors were labeled: (1) Cognitive/Affective Symptoms, (2) Somatic Symptoms, (3)
Anxious Symptoms, (4) Perceived Emotional/Intimate Support, (5) Perceived Tangible/
Peripheral Support, (6) Children/Network Support, (7) Relatives/ Network Support, and (8)
Friends/Network Support. Four items did not load consistently or highly on any one factor and
were excluded from the final solution: the HAM-D “Insight” item, the SNQ item indicating
satisfaction with frequency of contact with children, the SNQ item assessing frequency of
attendance of religious services, and the SNQ items assessing participation in groups.
Eigenvalues, reliabilities, and correlations among these eight factors are presented in Table 2.
The depression items loaded on three factors: The Cognitive/Affective Symptoms factor
included items from both the HAM-D and BDI, suggesting that the factor was not merely
measuring self-report method variance. High-loading items included the BDI items ‘self-
dislike,’ ‘self-blame,’ and ‘suicidal thoughts,’ and the HAM-D item ‘feelings of guilt.’ The
Somatic Symptoms factor included the somatic items from the BDI and HAM-D. High-loading
indicators included the HAM-D items ‘somatic symptoms-general’ and ‘work and activities,’
and the BDI item ‘somatic preoccupation.’ Finally, the Anxious Symptoms factor included
only items from the HAM-D. However, because other HAM-D items loaded on other factors,
this was not interpreted as merely method variance. It included the HAM-D items ‘depressed
mood,’ ‘anxiety psychic,’ ‘anxiety somatic,’ ‘hypochondriasis,’ and ‘agitation.’
The social support items loaded on five factors. The Perceived Emotional/Intimate Support
factor included some items from the PSSS, all of the ESSI items, an indicator of marital status,
and a single SNQ item. High-loading items included the PSSS item ‘There is a special person
around when I am in need,’ the ESSI item ‘Can you count on anyone to provide you with
emotional support (talking over problems or helping you make a difficult decision?’, and the
SNQ item ‘Is there any one special person that you feel very close to and intimate with; someone
you share confidences and feeling with, someone you feel you can depend on?’ The inclusion
of all the ESSI items, even those with divergent content such as ‘Is there someone available to
help you with daily chores?’ suggests that this factor may be measuring some method variance.
However, the phrasing ‘daily’ may have been interpreted by participants as referring to a
partner rather than friend or relative, so the items were retained. Generally, indicators of this
factor refer to a ‘special person’, particularly regarding emotional support and was interpreted
as reflecting perceptions of emotional support received from close relationships.
The Perceived Tangible/Peripheral Support factor included items from the PSSS and ISEL-T.
High-loading, representative items included the PSSS items ‘I have friends with whom I can
share my joys and sorrows,’ ‘I can talk about my problems with my family,’ the ISEL-T item
‘If I need an emergency loan of $100, there is someone (friend, relative or acquaintance) I
could get it from,’ and the negatively-keyed ISEL-T item ‘If I needed some help moving to a
new house or apartment, I would have a hard time finding someone to help me.’ The factor
validity of the ISEL-T has been well established [36] so the inclusion of all the ISEL-T items
in this factor was not interpreted as method variance. On the whole, this factor appears to
primarily assess the perceived availability of tangible support received from friends and family
in particular, with some items that appear to measure emotional support from friends and family
(e.g., ‘I can talk about by problems with my family.’)
The remaining three factors, Children/Network Support, Relatives/Network Support and
Friends/Network Support, included only the items from the SNQ asking about the numbers of,
proximity of, and frequency of contract with children, relatives, and friends. With few
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exceptions, these items are relatively free of evaluative tone, and seem to reflect the mere
presence of network members. For example, a high-loading item of the Children/Network
support factor was ‘How many of your children do you talk to on the telephone or correspond
with at least once a week?’
Confirmatory Factor Analysis: Possible Structures among First-order Factors
—Having identified eight first-order factors in the exploratory factor analysis, we next used
confirmatory factor analysis to examine a number of possible structures among those eight
factors. The first three of these structures we label 8 first-order factor models (models A.1–A.
3). These models are consistent with more idiographic theories of support and depression,
highlighting the differing roles of specific types or components of depression and social
support. Among these, the ‘all correlated’ model (A.1) is the least parsimonious of the
structures, but is the appropriate alternative model that can be turned to if more parsimonious
structures are ruled out. The ‘none correlated’ model (A.2) serves to determine whether there
is any justification for attempting to identify a structure—if none of the factors are correlated,
there cannot be any structure among them in the psychometric sense. Model A.3 the constraint
that none of the depression-related factors are correlated with the social support-related factors,
testing the possibility that these are psychometrically distinct constructs.
The remaining models specified second-order factors that were predictive of the eight first-
order factors. The 1 second-order factor model was the most reductive model, including only
a single, second-order factor, “Negative Affect,” (model B.1). A good fit for this model would
provide support for theories positing that depression and social support are constructs truly
reflective of a more global personality factor or negative effect. The 2 second-order factor
models (models C.1 and C.2) included the second-order factors social support and depression.
These models are most consistent with theories specifying both a single higher-order
depression factor and single higher-order social support factor, and stand in contrast to theories
of social support that distinguish network and perceived measures. The 3 second-order
factor models (models D.1–D.3) included the second-order factors depression, perceived social
support, and network support, consistent with theories of a single higher-order depression
factor and two distinct types of social support, perceived and network support.
The models and associated indices of fit, along with a rank in terms of fit and interpretability
are presented in Table 3. The 8 first-order factors models (models A.1–A.3) yielded the
following results: The fit of the purely orthogonal model was poor (model A.2), suggesting
that some degree of overlap between the eight social support and depression factors was
important to consider. As would be expected, allowing the most parameters to be freely
estimated produced the best fit (model A.1). However, the more parsimonious model (model
A.3) constraining the correlations between the network and depression factors to 0 produced
comparable fit and was therefore retained.
The remaining models, which specified second-order factors underlying the eight first-order
factors produced the following results. The 1 second-order factor model resulted in a failure
to converge on a solution. The 2 second-order factors models (models C.1 and C.2) included
the second-order factors social support and depression. The 3 second-order factors models
(models D.1–D.3) included the second-order factors depression, perceived social support, and
network support. Although they did not meet standard criteria for good fit, both the two-and
three-factor second-order models produced adequate fit when considering the complexity of
the model and the exploratory nature of the analyses. The one exception was the orthogonal
three-factor model, which did not converge on a solution, suggesting that there are one or more
important overlaps between depression, perceived support and network support. Given the
greater parsimony, the two-factor model of depression and social support was favored over the
three-factor model of depression, perceived support, and network support. Furthermore, the
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orthogonal model suggesting little overlap between depression and social support was retained
over the model allowing them to correlate, again due to greater parsimony. In fact, as shown
in the table (model C.1), when it was estimated, the correlation between depression and social
support was non-significant with a standardized estimate of −.06.
Finally, we also examined gender differences in the eight-factor model (A.3) and found that
the pattern of results was generally similar for men and women.1 For example, the only
individual items for which statistically significant gender differences were observed were for
the BDI fatigue item on the somatic depression latent variable, with the level tending to be
somewhat higher for the women, and the “roommate” item on the emotional support latent
variable, where the level tended to be higher for men. Similarly, we compared men and women
on the mean levels of the eight factors by including a binary gender indicator as a ‘predictor’
of each factor. The only statistically significant differences were for somatic depression factor
(p=0.002) and on the social support from children factor (p=0.009), with women scoring higher
compared to men on both of these dimensions. The effect sizes for both of these significant
parameters, however, were quite small, with gender explaining less than 3% of the variability
in the respective factor scores.
Discussion
Results of exploratory factor analysis indicate that depression and social support in patients
with CHD are multidimensional constructs best explained by several underlying factors:
Cognitive/Affective Symptoms, Somatic Symptoms, Anxious Symptoms, Perceived
Emotional/Intimate Support, Perceived Tangible/Peripheral Support, Children/ Network
Support, Relatives/Network Support, and Friends/ Network Support. Specifically, depression
measures appear to be measuring three related but distinct clusters of symptoms: cognitive and
affective symptoms, somatic symptoms, and anxious symptoms. Social support measures
appear to be detecting perceptions of emotional support received from close relationships (e.g.,
marital relationship), and perceptions of tangible support received from peripheral
relationships (e.g., friendships). In addition, the mere presence of children, relatives, and
friends, regardless of one’s perceptions of those relationships, appear to be related but distinct
phenomena measured by these instruments.
Results of the confirmatory factor analysis suggest that an idiographic approach, in which
smaller facets of depression and social support are measured, may be a more accurate way to
assess social support and depression in CHD patients. The best-fitting and most parsimonious
model (model A.3) suggested that depression and network support are distinct, but that there
is some overlap between perceived support and both network support and depression measures.
Specifying a single, higher-order factor ‘negative affect’ produced a very poor fit, providing
little support for the notion that depression and low social support represent a single underlying
factor such as cognitive biases associated with depression [18-20], negative affect [53],
personality type [54,55], or a genetic factor [56]. Even specifying two higher-order factors,
depression and social support, significantly reduced the model fit, suggesting the importance
of measuring underlying factors of both social support and depression to provide a more refined
assessment of psychosocial risk.
Several methodological shortcomings may affect the generalizability of these results. The lack
of a non-depressed, non-isolated control group is a significant limitation. The ENRICHD
sample only included CHD patients with low social support or depression; although an
ENRICHD ancillary study included a small sample of non-depressed controls [9], these
patients did not complete the battery of social support measures. In addition, due to budgetary
1Detailed results of this analysis are available at http://www.duke.edu/web/behavioralmed/invariance.pdf
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constraints and the desire to limit respondent burden, the SNQ and ISEL-T were administered
only to a small subset of ENRICHD patients, which further limited the sample size. Decreases
in sample size may lead to unreliable estimates, so replication of our findings in a larger sample
of patients is necessary. Furthermore, those with complete social support data differed from
those without complete data on a number of clinical and demographic variables, which may
limit the generalizability of the results. Those patients included in the present study were at
increased psychosocial risk by virtue of their being depressed or socially isolated and were less
healthy compared to the full ENRICHD sample. Further research needs to replicate these results
in a broader, more representative sample of CHD patients in order to increase the
generalizability of our findings.
The factor analyses relied nearly exclusively on self-report data, increasing the chance that the
factors reflect measurement similarities as well as underlying dimensions of social support or
depression. The inclusion of the scores derived from clinician-rated HAM-D ratings as well
as scores based upon self-reported BDI, is a notable strength, so that factors including both the
HAM-D and BDI items are unlikely to merely reflect method variance. Finally, many of the
estimates of model fit approached, but did not achieve conventional statistical standards for
“good fit.” The model was rather ambitious, aiming to predict scores on over 100 individual
items with only 705 participants. Future research is needed to expand on this initial effort to
examine the factor properties of depression and social support in CHD patients, including
studies with larger sample sizes. In addition, the association of these factors with clinical
outcomes needs to be evaluated. Previous publications from the ENRICHD trial examined the
relationship of depression and low social support in this sample [9,57], so that new subject
samples are needed to examine this issue.
In summary, results suggest that standard measures of social support and depression are
detecting several related but distinct components of social support and depression in patients
with CHD. Predictive models utilizing hypothesized overarching psychosocial risk factors such
as a global measure of ‘negative affect’ or ‘social support’ may ultimately be less accurate and
powerful. Thus, it is suggested that researchers utilize more idiographic measures to enhance
their predictive models. The current results also suggest that depression measures may be
detecting symptoms of anxiety, and thus it is suggested that measures of anxiety symptoms be
considered as well. In addition, it is suggested that rather than including a single measure of
social support, researchers include multiple measures of social support including perceived
emotional support, tangible support, and various domains of network support (e.g., children,
friends, relatives). Busy clinicians may find brief measures of social support and depression
that assess for multiple underlying factors, such as the BDI [58] and ESSI [40], helpful in for
screening for increased psychosocial risk in their practices. The ability to more accurately
measure social support and depression in CHD patients has the potential to improve
identification of individuals at increased risk and ultimately may help to tailor more effective
interventions for both quality of life and health outcomes.
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Table 1
Demographic and clinical characteristics of sample
Variable Total sample (n =705)
Demographic characteristics
 Age, mean yrs (SD) 60 (13)
 Female, N (%) 284 (40)
 Non-Caucasian, N (%) 261 (37)
 Income ≥$30,000, N (%) 224 (37)
 Education ≥ high school, N (%) 508 (74)
 Married, N (%) 340 (49)
Medical characteristics
 Composite Risk Score, mean, (SD) 1.40 (0.75)
 LVEF, mean percent, (SD) 45 (13)
 Creatinine, mean mg/dl, (SD) 1.16 (0.74)
 Body mass index, mean, (SD) 28.8 (5.9)
 Smoking history, N (%) 490 (71)
 Antidepressant use, N (%) 113 (19).
 Prior stroke/TIA, N (%) 82 (12)
 Diabetes mellitus, N (%) 217 (31)
 History of CHF, N (%) 91 (14)
 Killip class III–IV, N (%) 58 (8)
 Previous MI, N (%) 214 (31)
 Pulmonary disease history, N (%) 126 (18)
 Treatment of index MI: CABG (%), N (%) 136 (20)
 Current vasodilators, N (%) 309 (46)
Psychosocial characteristics
 BDI score, mean (SD) 17 (8)
 HAM-D score, mean (SD) 17 (8)
 ESS score, mean (SD) 23 (6)
 PSSS score, mean (SD) 60 (15)
 ISEL score, mean (SD) 16 (3)
 SNQ score, mean (SD) 43 (16)
Psychosocial risk factors, N (%)
 Depressed only 319 (45)
 Low social support only 198 (28)
 Depressed and Low ESS 118 (27)
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Table 3
Confirmatory factor analysis: comparison of competing theoretical models of
depression and social support
Model CFI/TLI RMSEA Rank




B.1: 1 Second Order Factor: Global Negative Affect
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Model CFI/TLI RMSEA Rank
* * *
2 Second Order Factors: Depression and Social Support
.72/.81 .061 4
.77/.83 .060 3
3 Second Order Factors: Depression, Perceived Support, Network Support
.71/.81 .062 6
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Model did not converge on a solution, reflecting poor fit;
**
p<.05
Note: All models that converged had improved fit compared to null model.
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